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State Plan for Title XIX Attached Sheet to Attachment 3.1A
State of Alaska Page 4a

Description of Service Limitations

12 ¢. Prosthetic devices are provided upon a physician’s order.

12d. Eyeglasses are provided to recipients in response to an initial or change of prescription, or
as a replacement of a lost or destroyed pair of glasses. Tinted lenses are not covered
unless medically necessary. Contact lenses are not covered except for specific medical
conditions. Tinted lenses and contact lenses must be prior authorized. Eyeglasses are
purchased for recipients under a competitively bid contract.

13. DIAGNOSTIC, SCREENING, PREVENTIVE, REHABILITATIVE SERVICES:

a. Mammography coverage is limited to diagnostic mammograms necessary to detect breast
cancer.

b. Screening mammograms are covered at the age and frequency schedule of the American
Cancer Society, as provided in state statute.

d. Rehabilitative Services are limited to the following:

(1) Mental Health Rehabilitative Services

(i)  The following services are available for children under 21 years of age with
an appropriate mental health diagnosis resulting from an EPSDT screen or a
mental health assessment:

(A) Crisis Intervention Services, which consist of medically necessary
reimbursable services below during an acute episode, including such
services as assessment, psychotherapy, and medication management,
limited to 22 hours in a calendar year and no more than one hour per
day unless prior approval is granted;

(B) Family, individual, or group psychotherapy, with an overall aggregate
limit of 10 sessions in a calendar year unless prior approval is granted;

-
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Description of Service Limitations
approval is granted by the division or its designee; and providers must be approved by the
Department of Health and Social Services. Family Support Services (Supplement 1 to Attachment
3.1-A) are limited to 15 hours per month, 180 hours in a calendar year unless prior approval is
granted.

(i)  For adults who have been found in a treatment plan signed by a physician or a mental
health professional clinician to need:

(A) Psycho-Social Development (or "day treatment™), the strengthening of behavioral,
intellectual, and emotional skills necessary to regain independence, to a maximum of
four hours per day, 3 days per week, and no more than 240 hours in a calendar year;
and

(B) Intensive Rehabilitation Services, consisting of one or more of the services of (i) (A)
through (F) above, is limited to institutional discharge program participants; the
limits of (i)(J), above also apply.

Providers of these services must be approved by the Department of Health and Social
Services. Client Support Services (Supplement 1 to Attachment 3.1-A) are limited to a

maximum of 15 hours per month and 180 hours in a calendar year.

(2) Alcohol and Substance Abuse Rehabilitation Services:

(i)  For both children and adults who are found in a treatment plan to need substance abuse
services:

(A) Assessment and Diagnosis, including psychiatric assessments, psychological testing
and evaluation, and psycho-social assessments, to a maximum of four hours per
assessment and diagnosis;

(B) Outpatient Services, consisting of individual, group, or family counseling, care
coordination, and psychosocial development services, is limited as specified in C-G,
below;

(C) Intensive Outpatient Services, a more intensive level of outpatient services for more
acute patients, at a minimum of 3 days or evenings per week, 8 hours per week, but not
over 12 hours per week for a total of 8 consecutive weeks, unless prior approval is
obtained for more hours;

(D) Counseling Services, including individual, group, and family counseling, not to exceed 6
50-minute sessions each in any one month and group therapy not to exceed 4 90-minute
sessions in any one month, with an overall aggregate limit for all counseling of 10
sessions per month, to be exceeded only after prior authorization;

(E) Intermediate Services, outpatient services provided to patients requiring a residential
level of care, consists of counseling, care coordination (Supplement | to Attachment 3.1-
A), and psycho-social development services, to a maximum total of 10 hours per week.

(F) Pyschosocial Development Services, (“day treatment™), which are services designed to
improve or restore the patient’s behavioral, emotional, and
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(D)

(E)

(F)

(G)

(H)

()

()

(K)

Description of Service Limitations

Intake Assessment, a systematic evaluation of status and history, limited to
3 hours per assessment and no more than 1 assessment per admission,
unless prior approval is granted,;

Medication management, limited to one visit per week for the initial month
and once per month thereafter, unless medical justification exists for
greater frequency, and no more than 15 visits in a calendar year unless
prior approval is granted;

Psychiatric assessment, a systematic evaluation by an MD or psychiatric
nurse practitioner, limited to four per recipient in a calendar year unless
prior approval is granted;

Psychological testing and evaluation by a psychologist or psychological
associate, must be prescribed in an assessment and is limited to 6 hours per
recipient in a calendar year, except neuro-psychological testing and
evaluation is limited to 12 hours in a calendar year upon prior approval;

Home-based therapy, otherwise-reimbursable mental health services such
as psychotherapy, when found necessary by an interdisciplinary team,
(IDT) and limited to 100 hours in a calendar year unless prior approval is
granted,;

Activity therapy, including rehabilitative teaching of life skills, when found
necessary by an IDT, and limited to 140 hours in a calendar year unless
prior approval is granted;

Day Treatment Services, consisting of psychotherapy and/or activity and
home-based therapies, when found necessary by an IDT, and limited to 30
full or 60-half days of service in a calendar year, unless prior approval is
granted;

Intensive Rehabilitation Services, consisting of one or more of the services
above, when found to be necessary by an inter-departmental team, and
limited to 90 days unless prior approval is granted;

Medication Administration Services, consisting of administration of
injectable or oral psychotropic medications to a recipient of other mental
health rehabilitation services, limited to no more than one visit per week for
the initial month, and then no more than 15 visits in any calendar year unless
prior approval is granted.

The services above must be specified in an individual plan of care; limits specified in A-F
may be exceeded only upon an IDT determination of medical necessity and prior
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